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116 Sampling and participant recruitment 117 We conducted 56 in-depth interviews (IDIs) with lay counselors, TB program staff at health 118 centers and referral hospitals, village health support groups, seeds, field staff, and TB patients.
119 Also, ten homogenous focus group discussions (FGDs) were conducted with four groups of 120 participants -TB patients, diabetics, elderly age 55 and above, and representatives from the 121 general population (those aged between 15 to 54 years, including TB survivors). A stratified 122 purposive sampling method was employed to recruit the study participants. Potential 123 participants for the IDIs and FGDs were invited either in-person or via the telephone and email 124 by the research team and lay counselors, respectively. 
134
The IDIs and FGDs were conducted using a semi-structured guide in Khmer. The guide 135 comprised of broad themes to understand the process, feasibility, acceptability, and strengths of 136 the model in TB case detection and linkage to care. We also sought to understand the challenges 137 faced by seeds in implementing this intervention and in identifying the characteristics of seeds 138 that may potentially contribute to the success of this intervention. The guide was pilot-tested 139 before implementation. Individuals who participated in the pilot test were excluded from the 140 main study.
142 Data management and analyses
143 All data were transcribed verbatim into Khmer by members of the research team. Personal 144 information was removed from the final transcripts to ensure anonymity and confidentiality.
145 Transcripts were coded by a research team member in NVIVO 11 (QSR International). The initial 146 themes based on the semi-structured guide were used to develop a codebook. We also 6 147 performed content analyses to identify emerging categories, themes, and common and divergent 148 patterns pertinent to the objectives of the study. We described socio-demographic information 149 of the study participants using STATA 14 (StataCorp, LP, Texas, USA). 
327
The effectiveness of community-driven interventions to improve TB diagnosis and care 328 has also been demonstrated. In Myanmar, community intervention was shown to increase case 329 notification rates compared to household and neighborhood interventions [24] . The involvement 330 of community volunteers in TB control was also found to increase the yield of diagnosis by 12%
331 and reduce diagnostic delay in India and Nepal, respectively [25] [26] [27] . A patient-led active case 332 finding strategy implemented in the Democratic Republic of Congo (DRC) reported an increase in
